
SECTION 7 : GENERAL 


A. PLAN AMENDMENTS 


amended1. 	 This plan will be whenever necessary toreflect  new 
revised statutes o r  regulationsmaterialor Federal or 
changes i n  any phase ofthe American Samoa law,organi
zation, policy, or  State Agency operations 

American Samoa will transnitthese changes t o  the HCFA San 
Francisco Regional Officeattached t o  the Form HCFA-179 
(3-80). These changes should be submitted w i t h i n  90 
calendar days from the proposed effective date. 

Note': The Reports outlined i n  Sections 2 and 6 are not 
consideredplan amendments for the purposes o f  t h i s  part. 

2. 	 The HCFA Region IX Office will advise America Samoa i n  
writing of any plan amendments required due t o  changes i n  
Federal laws o r  regulations. 

3. American Samoa may requestplan changes on its own 

i n i t i a t ive  a t  any time, a s  long as  tne provisions of Ti t le  
19 Section 1902( j )  and theSecretary's waiver are' complied - ' ' 

with .  

. 

4. 	 Significant changes to t h i s  State Plan which are not 

consistent with the Secretary's waiver shall  be submitted to  
the theSecretary of DHHS a s  a modification t o  waiver, II 

rather t h a n  as a State plan amendment. 

B. NON-DISCRIMINATION 


The Medicaid Plan assuresthat no person shall  b e  - subjected t o  
&scrimination on the grounds of race,color,nationalorigin, 



rei-ion, o r  handicap, or  denied the b e n e f i t s  of t h i s  f i n a n c i a la s s i s t a n c e .  
It f u r t h e r  assures compliancewith Title V I  of t h eC i v i lR i g h t s

I 
Act of 1964, Section 504 of t h e  R e h a b i l i t a t i o n  A c t  of 1973. 

C. TERRITORIAL GOVERNOR'S REVIEW 


The Medicaid Agency w i l l  p rov idethe  Office of t h e  Governorwith 
amendments, andthe o p p o r t u n i t y  to review any new State Plan 

subsequentamendments,and long-range program p lannu% pro jec t ions  
or o t h e rp e r i o d i cr e p o r t s .  Any comments will be transmitted t o  
the  Heal th  Care f inanc ia l  Admin i s t r a t ion  wi th  such  comment s  

- -I" 

i 



I do h e r e b y  c e r t i f y  that I am au thor i zed  t o  submit this' p l a n  on behalf 
of t h e  : 

DEPARTMENT OF HEALTH 

DesignatedSingle  State Agency 



t 
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E f f e c t i v e  p e r i o d  
from o mtype - TO Rate*  

10/1/80 9/30/81 12.1 

10/1/8 1 .9/3 0/82 12.6 

ii :  
I ! 

Base: direct sa lar ies  and wages ,exc lud ing  fringe b e n e f i t s .-

I 
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By the american Samoa Government 	 By t h e  Responsible Agency f o r  t h e  
Fede ra l  Government 

O f f i c e  of t h e  U . S .  Government 
Comptroller for American Samoa , 

S . D .  J o n e s ,  Jr .  
Name 

governer of American samoa U . S .  GovernmentComptroller for h.sampa 1 
Title T i t l e  / 

J U N  2 2 1981 . . . x . ' 


